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To the Editor:
We read with interest the recent
report by Myers and associates.1 The616 The Journal of Thoracic and Cauthors presented their experience
and outcomes of extensive endarterec-
tomy and reconstruction of the left an-
terior descending artery (LAD) and
compared 2 different reconstruction
methods: vein patch reconstruction
with the left internal thoracic artery
(LITA) and LITA onlay patch graft-
ing. The authors showed that the early
results were excellent and that the re-
construction method did not have
a significant effect on long-term sur-
vival in this challenging group of
patients. However, we have several
concerns about, and comments on,
this retrospective review.
First, the actuarial 10-year survival
in both groups was less than 50%,
which seems lower than expected
compared with the overall long-term
results of off-pump coronary artery
bypass surgery.2 The causes of death
were not clearly documented in their
report. Because patients who required
extensive coronary endarterectomy
might have had severe coronary artery
disease, it is important to know the
early and late causes of deaths. Never-
theless, we also recently the published
long-term results of long segmental
reconstruction of the LAD using the
LITA in 112 patients.3 Of these pa-
tients, 37 underwent endarterectomy,
and their 10-year survival rate was ap-
proximately 75%, comparable with
the results of the previous report for
patients who underwent conventional
coronary artery bypass surgery.2 Al-
though we have no data on vein patch
reconstruction with the LITA, we be-
lieve that onlay patch reconstruction
of the LAD using the LITA is quite
important to achieve a favorable out-
come in the treatment of patients
with diffusely diseased coronary
arteries. In patients with LITA onlay
patch grafts, the wall of the LITA
forms a new coronary lumen, and the
atheromatous plaques are almost
totally excluded from the LAD lumen.
Intimal hyperplasia rarely occurs in
a LAD reconstructed with the LITA,
although vein graft disease has been
proved to progress with time.4ardiovascular Surgery c February 2013An optimal endarterectomy tech-
nique and appropriate postoperative
anticoagulation strategy are vital to
achieve excellent long-term outcomes
in these group of patients. We rou-
tinely tack the divided intima of the
distal LAD with 8-0 polypropylene
sutures. We believe this maneuver,
coupled with postoperative anticoagu-
lation, is important to prevent obstruc-
tion of distal run-off by residual
intima, where thrombosis readily
occurs. Our current anticoagulation
strategy is as follows. First, low-
molecular-weight heparin (5000 U/d)
is initiated, after confirmation of he-
mostasis in the intensive care unit.
Second, low-dose aspirin, clopidog-
rel, and warfarin (with a target inter-
national normalized ratio of 2.0) are
started after the patients have resumed
oral intake. Third, low-molecular-
weight heparin is discontinued after
warfarin is effective. Finally, clopi-
dogrel is continued for 1 month and
warfarin for 6 months. We reported
immediate postoperative angio-
graphic results with a 97% LITA
patency rate (34/35) in patients under-
going long onlay patch reconstruction
of the LAD with endarterectomy.
Their long-term (approximately 10
years) patency rate was 100% (7/7).3
In our recent study, we also reported
a 94% immediate postoperative
LITA patency in 134 patients using
the same technique.5 A similar sur-
vival rate between vein patch
reconstruction with the LITA and
LITA onlay patch grafting does not
always mean a similar patency rate.
Reconstruction of the LAD with
a vein patch can result in a lower pa-
tency rate. We all know that postoper-
ative angiography is rarely performed
unless patients have significant symp-
toms. However, it is important to
know the fate of these 2 different
reconstruction techniques late after
surgery. We wonder whether any late
angiographic data were available for
these 2 groups of patients. We con-
gratulate the authors for their effort
in tackling this difficult group of
Letters to the Editorpatients. However, to further improve
the late outcome of extensive endar-
terectomy and reconstruction of the
LAD, a precise analysis of the late
mortality and late angiographic find-
ings is necessary.
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MITRAL ANGLE AND
ASSOCIATED FACTORS’’
ASSOCIATED WITH
DEVELOPMENT OF SYSTOLIC
ANTERIOR MOTION?
To the Editor:
The report by Manabe and col-
leagues1 highlights an important factorNotice of Correction
Re: De Bonis M, Lapenna E, Lorusso R,
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regurgitation. J Thorac Cardiovasc Surg.
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The Journalthat might contribute to the likelihood
of the occurrence of systolic anterior
motion (SAM), which is an undesired
complication to be encountered in mi-
tral valve repair procedures.
Many attempts have been made to
understand the underlying mecha-
nisms of SAM, which the authors
mentioned in their report.1 We con-
gratulate the authors for their enthusi-
asm in revealing the mechanisms
underlying SAM, and we believe their
contributions have great importance.
We wanted to further contribute to
this issue, in line with the statements
of the authors. As mentioned by the
authors, some of the factors that con-
tribute to the development of SAM
have been previously defined. These
factors can be grouped into major
and minor factors. The major group
includes excess valvular tissue and
an undersized annuloplasty, and the
minor group includes a narrow aortic
mitral angle, a hyperkinetic small ven-
tricle, a bulging interventricular sep-
tum, and an abnormal configuration
of the anterior leaflet.2 We agree
with the authors’ statement that
a ‘‘high ejection fraction and low left
ventricular systolic diameter are asso-
ciated with development of SAM.’’1
Moreover, we also believe that in
cases with a low left ventricular vol-
ume, a similar association can be
determined. The aorta–mitral angle
must be narrow in all cases with
a low left ventricular systolic diameter
and low left ventricular systolic or
diastolic volume. This also results in
overestimation of the measured ejec-
tion fraction. A narrow aorta–mitral
angle facilitates SAM by positioning
the anterior leaflet close to outflowBuzzatti N, Gelsomino S, Taramasso M,
ifice mitral valve repair combined with rin
2012;144:1019-26.
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na, MD, Roberto Lorusso, MD, PhD, Nic
ico Vizzardi, MD, and Ottavio Alfieri, MD
of Thoracic and Cardiovascular Surgetract and displacing the filling cham-
ber of the left ventricle, which be-
comes a part of the subaortic region.2
This condition explains why the mea-
sured ejection fraction is greater; that
is, why the measured left ventricular
end systolic residual volume is less.
Therefore, a narrow aorta–mitral an-
gle, low left ventricular systolic diam-
eter, low left ventricular systolic
volume, and high ejection fraction
can be grouped under the same head-
ing ‘‘narrow aorta–mitral angle and
associated factors.’’
We believe that this different view-
point when exploring the factors
related to the development of SAM
could help surgeons understand and
manage the issue.
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